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1200-8-6-,08 (5) Building Standards

{(5) No new nursing home shail be constructed,
ner shall major alterations be made to an existing
nursing home without prior written approval of the
department, and unless in accordance with plans
. and specifications approved in advance by the

. department. Before any new nursing home is

- licensed or before any alteration or expansion of

, @ ficensed nursing home can be approved, the

- applicant must furnish two (2) complete sets of
plans and specifications to the department,

- fogether with fees and other information as

i required. Pians and specifications for new

- construciion and major renovations, other than

- minor alterations not affecting fire and life safety
or functionzl issues, shall be prepared by ar
under the direction of a licensed architect and/or

" a licensed engineer and in accordance with the
rules of the Board of Architectural and
Engineering Examiners. i

This Rule is not met as evidenced by:

; Based on observation, the facility failed to assure
' plans were submitted for approval for a sprinkler
system alteration.

- The findings include:

Observation and interview with the maintenance |
director on May 2, 2012 at 9:39 a.m. revealed that
the facility had a new air compressor installed to

" their sprinkier system on April 4, 2012 without

. approval from the department.

_ This finding was verified by the Maintenance
' Director and acknowledged by the Administrator
, during the exit conference on May 2, 2012,

N-835. Ajr Compressor will

be checked by Knoxville Fire
Sprinkler Company by 6)30(!3
2012.
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